Objective: To analyze community and health managers" views about desirability of, and challenges to launching a community health fund (CHF) scheme in Kagera Region, Tanzania.
INTRODUCTION
For a little more than two decades now, the national and international research and policy debates on Health Sector Reform (HSR) have focused on health-care cost sharing, efficiency and equity in financing, decentralization, accountability, responsiveness, good governance, and popular participation in priority setting in health programs [1] . There has been a renewed and increasing interest in health financing mechanisms that were considered potential for improving coverage and equity in access to essential health-care by poor, marginalized and vulnerable groups, although the ambitions seem to be higher than the reality on the ground because of the challenges confronted in schemes" practice [2] . In sub-Sahara Africa (SSA), the period between late 1980s and late 1990s marked the transition of healthcare financing reforms from largely user-fee based to compulsory national health insurance and voluntary prepayment systems [3] [4] [5] .
The introduction of user-fee in public healthcare facilities (HFs) has inarguably enabled public healthcare departments to mobilize revenue to recover part of the service delivery costs, but it has raised critical debates about the implications for poor and vulnerable groups [4, 6] . Thus, critics continue advocating for other modalities of payment such as those implemented under the Bamako Initiative (BI) [7] . Theories and some field experiences show that community based insurance mechanisms offer an opportunity for the poor to mobilize resources, and reduce the adverse consequences of disease associated with user-fees collected at the time of healthcare utilization [5, 8] . Proponents for community health insurance schemes in East Africa, as elsewhere in the world, maintain that this financing strategy is a safety net for the members of the society as it pools and distributes costs of health risks based on acceptable premium prepayment for any unavoidable or emergent disease or injury that can face any person anytime [9] .
The Tanzanian national health policy has always aimed at improving the health and wellbeing of all the people in the country with priority directed to those most at risk by ensuring that health services are available, accessible, affordable and equitable to all populations in the country. Amongst the strategies recommended towards attainment of this goal include ensuring that communities are involved in setting health priorities and healthcare financing including healthcare prepayment schemes [10] . Essentially, community health funds (CHFs) are part of the recommended prepayment mechanisms aimed at protecting the population at risk, contributing to improved quality, affordable and equitable healthcare services, fostering community empowerment, with particular emphasis on people found in the informal sector, throughout the year [11] . By simple definition, a CHF scheme in Tanzania is a voluntary pre-payment scheme, which offers a client (household) the opportunity to acquire a "health card" after paying contribution, and a household can be an individual or a family and is renewed after every 12 months [12] .
Most of the financing reforms including userfee and CHF schemes have begun in the last two decades in Tanzania [13] . As part of national health financing reform (HFR) processes, the CHF in Tanzania was implemented in phases, starting in Igunga district in Tabora Region in 1996, followed by several districts [11] before being enrolled in other districts throughout the country including those in Kagera under the Act of Parliament [12] . When it was started in each of the stated districts of Tabora Region, household annual membership fee was TZS 5,000 while the same amount was contributed by the government to cover the estimated cost of member households" annual health-care service needs according to the existing service package [12] . This costsharing arrangement was much welcomed instead of the whole amount being paid by individual households [10, 14] . However, knowledge on the feasibility of the proposed financing approach under CHF is still inadequate due limited empirical evidence. This paper combines evidence from a survey done to assess the desirability of and possible challenges to the introduction of a CHF scheme in Kagera Region, Tanzania from the perspective of household members and district council and successful(or is this meant to be successive) regional medical Officers (RMOs) for Kagera Region to assess the status of CHF implementation for the time being after the mentioned study. The latter study was commissioned by the Ministry of Health (MoH) with financial support from DANIDA and one of the deliverables was to come up with recommendations on potential mechanisms for fostering household membership to a CHF scheme using lessons learned also from other districts [10, [13] [14] .
METHODOLOGY

Conception and Design
The study in Kagera Region was in three phases, beginning with a baseline (pilot) survey of households in 2001 in Muleba District, followed by the main and actual survey of households between April and May 2002 in three districts (Karagwe, Bukoba Urban and Bukoba Rural), and later on, particularly between November 2011 and April 2012, telephone based interviews and personal communications with the RMOs for Kagera Region and several members of the district CHMTs in that Region. In the latter phase, the aim was to assess the status of CHF implementation for the time being, about 10 years after the feasibility study was carried out. The study was designed based on a simple conception or assumption that the structure, desirability and viability of any financing system in light of HFR could depend on such factors as household willingness to pay (WTP), ability to pay (ATP), perception of quality of care if they joined a financing scheme, experience with previous or current payment system, current or anticipated health-care needs, disease status, interpersonal relations including income ownership and power relations within the family/household, information and service providers accessibility, and organization and management of health services at different levels. These elements shaped the types of the study questions used.
Essentially, the need for this study evolved from Kagera Region in 2001 whereby the Regional Health Management Team (RHMT) in collaboration with the MoH through the Health Sector Program Support (HSPS) II Unit defined the terms of reference and contacted the National Institute for Medical Research (NIMR) to develop a research proposal. The proposal submitted by NIMR was reviewed by the Kagera RHMT in collaboration with the MoH HSPS II officers and gave comments for incorporation in the revised version of the proposal/protocol. This was followed by a pilot survey of 191 households in Muleba district in Kagera Region as baseline for testing the relevance of the research instruments to be used later in the main survey in all districts throughout the Region. The main survey advanced in all the six districts -Bukoba Urban, Muleba, Bukoba Rural, Karagwe, Ngara and Biharamulo. Although this paper focuses on the quantitative data from household survey, multiple sources of information were used, including interviews with community-based health programme representatives among whom were local government leaders, healthcare workers (HWs), district health managers such as district and town Council Health Management Teams (CHMTs) and the RHMT.
Study areas
Located in north-western Tanzania, Kagera Region is bounded by Lake Victoria on the east and countries of Uganda (North) and Rwanda and Burundi (West). According to the national census of 1992 conducted by the National Bureau of Statistics, the Kagera Region had an estimated population of 1,853,942 and a total of 315,377 households in 25 divisions, and was characterised as a multi-ethnic region, dominated by the Haya residing mainly in Bukoba Uran, Bukoba Rural and Muleba districts, Hangaza (in Ngara), Subi (in Biharamulo) and Nyambo (in Karagwe). Farming has traditionally been the main occupation of the residents, the main food crops being bananas, sweet potatoes, yams and beans while the main cash crop is coffee and partly firewood mainly from the eucalyptus trees grown by a considerable proportion of the families. Malaria has been the major public health problem, but HIV/AIDS reported first from this Region in 1983 has been one of the major killer diseases among adult people [15] [16] .
Study population and Sampling Strategies
A multistage sampling approach was used towards selection of study households and household members, as applied elsewhere [17] 
Data Collection
The particular areas where the data were collected in each district are presented ( Table   2 ). The survey involved use of a structured 
Data Handling and Analysis
Data entry was done using EPI-Info programme and were analysed using STATA 
Ethical Considerations
The respondents were asked for their consent to participate after being given explanation about the expected benefit of the study, their right to decide or decline voluntarily to participate without cohesion or intimidation anyhow, anonymity of the information they wished to be treated confidentially, time to be spent in the study without any monetary or material compensation, and plan for disseminating research findings to policy authorities and other potential audiences.
They were also asked to sign an informed consent form if willing. The research proposal was approved by the national and regional bodies concerned.
RESULTS
Characteristics of household participants
The characteristics of the study households are as shown in Table 2 below. The mean and median ages of the 296 respondents who stated their age were 45.7 years and 42 years respectively, the range being 18-87 years.
Nearly 90% of the respondents were Christians, the rest were Moslems.
Ethnically, the Haya accounted nearly 70% of all respondents, followed by Nyambo who accounted about 24%); the rest were other tribes ( Table 2) . Of 299 respondents who specified their marital statuses, about 70%
were married, 15.4% were widowed, 7.7%
were single and the rest were either separated or divorced. The mean family size of 301 households was 6 people. Proxies of ATP an annual premium of TZS 10,000 for CHF by each household
Disposable cash income
Regarding the cash incomes earned one month before the present study, the responses were obtained from 296 interviewees. A third of the households earned less than TZS 5,000
and about the same proportion earned less than TZS 15,000. Only 11% earned more than TZS 50,000, suggesting that the majority of households could be living below US$1 per day (Table 4) . Furthermore, out of 296 respondents, 153(51.7%) were males of whom 44(28.8%) stated to have earned less than TZS 5,000, 51(33.3%) earned TZS 5,000-15,000, while only 12(7.8%) earned more than TZS 50,000 (Table 5 ). were unwilling, and in this case the observed difference was statistically significant (χ2 (1)=8.2; p=0.004).
Educational level
The perceived household WTP TZS 10,000
for CHF membership assessed relative to the level of education attained by the respondents indicated that a higher proportion of those with formal education indicated a positive WTP than those who never attended school ( Table 7 ). The observed difference in this case was statistically significant (χ2 (1)=10.9;
P=0.001). 
Inability to work due to illness episodes
The mean number of the days lost due to illness or taking care of an ill family member Vietnam where remarkable success and approaches to mitigate the challenges have been adopted [8] .
Control of household Income
Strengths and limitations of the study
The advantage of the study is that it provided a good guidance to the Kagera RHMT to arrive at a decision of recommending TZS [32] , and elsewhere in SSA [9] . The fact that CHF scheme is a potential healthcare financing alternative to user-fees system, holds. 
